Obesity has become one of the major health burdens of the westernized world with an increasing number of people affected at any age. Although genetic factors explain around 40% of individual susceptibility to the disease, obesity may and should be controlled through interventions on the individual behaviour and on the social environment. Very promising to this aim is the role of prevention. Several levels of action have been established as well as different types of interventions according to the targeted population. Of special importance is the contention of childhood obesity with home and school as privileged settings for intervention. Despite a general acknowledging of the urgency for effective preventive measures at social, economic and political level to contrast the increasing prevalence of obesity, no clear nationwide policies have yet been established, and the educational and public health measures adopted so far lack that coordination and integration that the magnitude of the situation requires.
Introduction
In the last few decades, obesity, defined as an excessive accumulation of body fat, has increased its prevalence at alarming rates all over the world, especially in the western hemisphere, but also in the developing countries (WHO, 1998) . This situation implies important health and socioeconomic burdens to the involved countries, since obesity is a major risk factor for cardiovascular and metabolic diseases, and all causes mortality (Lew & Garfinkel, 1979; Eckel & Krauss, 1998) . Moreover, obesity considerably impairs the quality of personal and social life of the affected persons.
The prevalence of obesity (BMIZ30 kg/m 2 ) in the European context has been estimated to be around 15-20% (WHO-MONICA, 1998), with a rising incidence so that the total number of affected people may duplicate in a 5-10 y period.
In Spain, recent epidemiological data shows a nationwide prevalence of obesity of 14.5% with a south-west bound trend to increase, ranging from 11.6% of Catalonia to as much as 21.6% of Andalusia, with women always being more affected than men (SEEDO, 2000) .
Of special concern is the general increase of childhood obesity, a phenomenon that is assuming the same alarming dimensions than its adulthood counterpart (Livingstone, 2000) . It has been recently estimated that its prevalence among young Spaniards (4-24 y of age) is 13.9% (15.6% in males and 12.0% in females) with a similar regional trend than in adult obesity (Serra Majem & Aranceta, 2001 ).
Pathogenesis of obesity
Like its companion disease, type II diabetes mellitus, obesity shows a strong inherited background. Indeed, around 40% of the variability in human body weight may be accounted for by genetic factors . However, a genetic background alone cannot explain the current outburst of obesity, since the gene pool did not change in the last 20 years, while the prevalence of obesity has increased more than 30% in the same period (Filozof & Gonzalez, 2000) .
Indeed, the causes of the current surge of obesity should be sought in the unfavourable interaction between an individual's genetics and an environment proper of the 'industrialized world', characterized by easy access to caloriedense food and drastic reduction of physical activity in ordinary life. Obesity, therefore, would be the result of inherited metabolic traits combined with the unmasking effects of such an adverse environment. The high rate of failure in the treatment of obesity, when limited to individual behaviour modifications, indicates that a wider and multiple level approach to obesity control is conceivably necessary.
For this reason, while genetic intervention does not seem viable, at least in the short term, it is necessary to make a general reconsideration of the action strategy to be adopted to successfully modify or reduce the environmental, noninherited factors involved in the pathogenesis of obesity.
Milan declaration
In 1999, the 24 European societies for the study and treatment of obesity, among them the Spanish Society for the Study of Obesity (SEEDO), elaborated during their IX European Congress, a document called the Milan Declaration, in which a unanimous concern on the negative consequences on population health of the increasing prevalence of obesity was expressed, along with the proposals of action and means to be adopted in public health policies to counteract this evolving situation. Among the principal actions, together with increasing research programs on obesity and boosting the development of highly qualified centres and professionals for diagnosing and treating obesity, there was the requirement of promoting an ample strategy of prevention of this disease.
How to prevent obesity
Prevention is a relatively new area in the field of obesity that, as for other highly prevalent and resource-consuming pathologies, may play a fundamental role in the task of controlling the spread of this pathologic condition (Jeffrey, 1998) . Its role is made more important by the fact that, at present, there is no definitive, long-lasting treatment for obesity, with perhaps the exception of surgery.
In 2000, the World Health Organization set the main targets for a preventive program for obesity: 'to stabilize the level of obesity in the population, to reduce the incidence of new cases and, eventually, to reduce the prevalence of obesity ' (WHO, 2000) .
According to these objectives, a preventive plan for the control of obesity should be designed for acting at multiple levels and with specific interventions tailored onto different sectors of the population. a) Prevention actions targeting the whole population should include measures concerning educational, investigational and health-care fields, with the aim of containing the prevalence of obesity through arousing public opinion and promoting obesity-resistant behaviours, such as normocaloric dieting and active lifestyle among the general population. b) These actions should be integrated with more specific interventions on at risk sectors of the population, such as people who are in a vulnerable period of their life (midchildhood, adolescence, pregnancy, menopause) or those who belong to ethnic, socioeconomic, geographic, or specific on-drug groups, in which the risk of developing obesity is higher than in the rest of the population. In this case, to increase the likelihood of success, the prevention plans must be performed within those institutional settings in which these groups may be better identified and reached, as is the case of schools for children, working places or primary care settings for adult groups. c) A further level of intervention is secondary prevention, involving overweight people or high-risk individuals because of concomitant comorbidities. The goal, in this case, is early detection and treatment through the intervention of the national health system at multiple levels.
Action to be taken in a prevention campaign on obesity
As seen, either from an individual or population viewpoint, the main targets of a preventive program on obesity are to correct those factors that are responsible for the development of the excess in energy storage within fat depots, such as bad choice of food (highly caloric and/or lipid-dense foods), and sedentary life (both for the use of energy-saving devices and loss of interest in physical activities).
These main goals cannot be achieved only by the involvement of affected people, since the behaviour modifications that are implied are difficult to maintain over time without adequate support provided by a sympathetic familiar and social environment.
Therefore, any preventive program for the control of obesity must comprise, beyond the medical issues, actions intended to modify environmental and societal aspects potentially related to the development of obesity, such as:
(1) Educational campaigns on nutrition and information on health problems linked to obesity, with the utilization of mass media for messages directed to the general population as well as to specific high-risk groups. (2) Transportation policies aimed to stimulate active lifestyle, such as development of bicycle reserved lanes, increase of car-free zones in urban areas, promotion of pedestrian mobility through proper lighting and cleaning of the public street network, and limitation of private car circulation. (3) Legislation measures, with special interest on correct and readable food labelling and restriction on advertisement of calorie-dense food, together with economic support to healthy food products. (4) Economic incentives for the use of public transportation, consumption of healthy food and adoption of active lifestyle habits.
Prevention of childhood obesity
Among high-risk sectors of the population, children and teenagers constitute the most important target for every plan of prevention of obesity, since control of overweight in young people could avoid development of adult obesity. Indeed, it has been seen that the positive effects of early intervention can be maintained in adult life (Epstein et al, 1990) , whereas at least 30% of obese children would present severe and complicated forms of obesity in their adulthood (Seidell et al, 1996) . Obviously, in childhood obesity, the main setting for preventive action is within family boundaries: parents' early awareness on alimentary and healthy lifestyle issues could be boosted by the health-care system, through prenatal, newborn and paediatric care programs. Moreover, children and teenagers present the unique opportunity to be reached directly during the first two decades of their life within the educational setting. This situation offers the potential for optimal implementation of prevention programs and their follow-up (Story, 1999) .
As a fundamental part of such programs, teachers and parents should be actively involved with courses and lessons, held by experts, on healthy diets and activities. This would provide knowledge and pedagogic strategies to the teachers for organizing activities on health-related issues in school, such as alimentary education and principles of hygiene, while giving to parents the awareness for positive reinforcement of the school messages within the family environment (Spanish Health and Education Ministries and CAM, 1994-95) .
A second opportunity that schools can offer in the prevention of obesity is that in primary school and most of second-grade schools, many children eat at least once a day in school cafeteria. This allows developing programs in which children are exposed to and learn healthy eating patterns (Resnicow, 1993) . This situation would positively be integrated into the preventive action in the school setting, with the collaboration of teachers, directors of the educational centres, and parent associations with the counselling/ supervision of a nutrition specialist for the control of the quality of food in cafeteria menus, usually served by external catering companies.
Conclusions
Obesity is a socially impacting disease with strong environmental links. Societal changes such as economic growth, modernization, urbanization and globalization of food markets are just some of the common traits of affluent societies that underlie the obesity epidemic (Kumanyika et al, 2002) . Its increasing prevalence is a typical phenomenon of the last decades and projections suggest that it will follow the same pattern in the next years. Therefore, coordinated and resolute action to counteract this tendency is urgently needed (Hill & Billington, 2002) .
In this scenario, prevention could play a major role within the strategies for the control of obesity. Recent detailed analyses by expert groups have provided recommendations, strategies and instruments for designing effective preventive plans (Kumanyika et al, 2002) . The time has come for seeking and obtaining a strong compromise by the whole society and the public administrations to adopt all the available measures to check the obesity epidemic.
